Reply  by Kawahara, Takehiko et al.
On Measuring “Agreement” and 
Not “Correlation” 
Kawahara ef al (II use correlalion coeliicienls and regression 
analysis 10 compare three echacardiogmphic methods ofestimating 
mitral valve area. This is inappropriate. Data tbet arc in poor 
agreement may produce high correlalions: a high correlation is also 
likely if the range of the true quantity in a sample is wide (?I. The 
appropriate statistical approach would be Lo calculate the “agree- 
ment” between the estimates of mitral valve area by the various 
methodsf2). Areanalysisafthc labulardatapmvided bytheauthors 
is presented in Table I. This reanalysis dots not aller the authors’ 
principal conclusion that Doppler color Row imaging provides an 
ecct~mle fstimale ofmilral valve area. However. it provides more 
precise mformalion on the extent of agreement between the various 
methodr and. indeed. is the corrccl method of analysis. 
Table 1. Agreeemenl Between Methods of Eltima;ing Mitral Valve 
Area IMVAI 
In our paper we emphasized our view that the color Doppler imaging 
technique may be of use in measuring the stenotic mitral valve area 
even in patients in wham this area cannot be measured >y such 
techniques as pressure halfaime 01 ‘wdimensional echocardiop- 
mpby. 
As Vasan points out. in some cases dala with pwr agreement 
may yield high conelatizns, thus resulting in misleading data. 
Therefore, the level of awement must be considered. In our study, 
agreement of thl three methods with the catheter method were 
relatively rood, ar indicated by the SEE in each figure and con- 
fimied by Vassn’s reevaluation. Thus. under these conditions, 
correlation coefficients and regression analysis seem lo be enough to 
determine the accuracy of three methods. Of course, calculation of 
the “weement” may provide more prectse infomution on the most 
acc”rate method among Ihem. although it does not akr the pr,mary 
conclusions of our paper. 
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Balloon Angioplasty of Native 
Aortic Coarctation 
The well written paper by Minich et al. (1) raises some impartan! 
issues. In addition, a problem in the presentation of residual 
coarctelion gradients after ballwn ansioplasty should be pointed 
out. In the abslract and in the text, under Rerubs, the aulhors 
indicale that Ihe reported gradients 127 + 2 mm Kg, mean t SEMI 
are immediate posrendoplarty values, whereas inTable 1. they aaw 
that the gradients were obtained during pwangioplaafy fo~kw+uQ 
before surgery. Thus, ir is not clear what these velues represent. but 
I will aswme in the comments to follow that these arc gradients 
defected immediately after bnlloon angioplasty. 
Choice of balloon size. The size of the balloon used for engiw 
plasty by the investigamrs appeara inadequate; the balloon/isthmus 
raliowas0.98 f 0.05. Because theisthmus isthenarmwestsegmenl 
of the aona, the balloons wed by Minieh et al. are small. The 
balloon should be two or more limes the size of Be coarcted aordc 
seSmenl hut no lerger t&m the descending eorte aL the level of the 
diaphragm 0-5). We inidally use e balloon that is midway between 
the size of the isthmus and the size of the descending aorta et the 
level of the diaphragm. lfthere is not an adequate relief ofpressure 
gradient and an&graphic impmvemenf, we repeat the procedure 
with a larger balloon. The final size of the balloon is limited lo the 
diameter of the aorta at the level of the diaphragm. Table I and 
Table 1. ERcct of Balloon Size on the bnmediate Response 
of the Pressure Gradient Across the Coarctalion After 
Ballwn Angioplasty 
10 mm 96 79 II 
AAQ = asrendingaona: DAo = drscendingaona: F = female: M = male: 
Pre = b&e Salloan angiop,asty. 
